In the atypical case presented, a calcified myxoma of the left atrium simulated isolated mitral insufficiency. Unique 
the region of the mitral valve also reduces the likelihood of myxoma. 3 The purpose of this report is to describe an unusual case of a successfully excised, calcified left atrial myxoma without constitutional or embolic symptoms, which simulated a case of isolated mitral insufficiency. The clinical manifestations and unusual hemodynamic and phonocardiographic events will be discussed.
Report of Case
A 48-year-old white woman was admitted to the hospital on March 15, 1966, because of dyspnea on exertion. Though she was in excellent health, a heart murmur had been noted 5 years previously. Three years before admission she developed congestive heart failure and was admitted to another hospital where the diagnosis of rheumatic mitral insufficiency was made. She improved after digitalization and was maintained on digoxin and penicillin therapy. Symptoms gradually returned but were unrelated to change in position.
On physical examination, the blood pressure was 120/ 70 mm Hg, the pulse was regular Figure 1 Simultaneous pulmonary capillary wedge, left ventricular pressuire, and phonocardiogranm recorded at the apex. The nTotchi on the upstroke of the ventrictular pressuire is due to the suIdden movertient of the mtyxomla into left atriumnt duiring isometric contraction. This notch coincides wit/i the ttumlxor ejectiont sotund (ES) which is fused with the first heart sound (SI). A sitmiilar note/li is recor(lc(l on thce downstroke of the left ventricular pressure and corresponds to opening of the mitral valve atnd the studden increase in ventricular volume as the tum}1or eiite(s the vuetricle. A tentitriclat diastolic gallop (VDG) iS inscribed 0.12 sec after the begirnniing of the secorndl souind (S2) and occurs at the nadir of the Y descent of the pullmonary twedge pressutre. The Auscultation of patients with left atrial myxomas usually reveals findings similar to those of mitral stenosis accompanied by an early diastolic third heart sound which has been called an "opening snap" by some authors9"10 and a "ventricular gallop" by others."1 27 11 The first sound is usually accentuated and slightly delayed. Systolic murmurs have been recorded and have been attributed to either associated mitral or tricuspid insufficiency.
The phonocardiogram ( fig. 1 ) in this case showed a high-pitched, holosystolic, apical murmur of moderate amplitude. The prominent first heart sound was preceded by, and fused with, a loud ejection sound which was most likely due to the forceful ejection of the tumor from the left ventricle back into the left atrium, striking the mitral orifice or the atrial wall. Since the mitral valve could not close until the tumor was back in the atrium, the latter part of this loud sound can be attributed to the loud closure of the mitral valve from a descended position. The ejection sound occurred at the end of isometric contraction simultaneously with a notch in the upstroke of the ventricular pressure tracing. This sudden brief change in the slope of the ventricular pressure may have been caused by an abrupt decrease in ventricular volume as the tumor is ejected from the ventricle.12 A similar notch occurring on the down slope of ventricular pressure tracing is attributable to a sudden increase in ventricular volume as the tumor entered the left ventricle. The second heart sound was normally split, was of low intensity, and was followed by a third heart sound which we interpret as a ventricular gallop. The simultaneous phonocardiogram and pressure tracings verify this interpretation. The pulmonary wedge pressure, equivalent to the left atrial pressure, is usually delayed by 0.04 to 0.08 sec. 13 If the pulmonary wedge pressure in figure 1 is moved to the left 0.04 sec, the ventricular gallop sound falls at the nadir of the Y descent. The opening snap should occur at the beginning of the Y descent. Two alternate mechanisms of this third sound are: (1) the diastolic sound of mitral insufficiency due to increased flow or (2) the sound of the tumor hitting the mitral valve or the left ventricular wall on its descent in early diastole.
In retrospect, the only significant clinical clue to the diagnosis of left atrial myxoma in this case was the first heart sound which fused with an ejection sound of the tumor moving from the ventricle to the atrium. In the absence of other causes of an ejection sound, atrial myxoma should be considered and appropriate diagnostic procedures carried out to exclude or discover this curable lesion.
The Primary Physician Foresight in Medical Education
We are engaged in a renegotiation of the contract between our profession and the society it serves. As far as society is concerned the renegotiation involves issues of comprehensiveness, availability, individualized adaptation and personalized application of medical care. However from the standpoint of the medical profession or the health professions generally, and particularly the teachers in these areas, the central issue is a matter of division of professional labor. Most of the discussions we are having in medical schools these days center on these issues. We are trying to decide, for example, what kind of doctors we need and what kind of training they need.
The division of labor in modern medicine is characterized by development of ever greater expertness in ever more narrow segments of medicine....
However this division of labor within medicine is ill suited for dealing with the primary data. It "prefers" its "clinical material" pre-sorted or pre-processed, after which the specialty apparatus works best. But 
